the English language, she now manages many commercial aspects of our affairs.
In a major initiative, Dr. Alan Duncan, Director of Intensive Care, The Princess Margaret Hospital for Children, Perth, W.A., has been appointed as Assistant Editor (Intensive Care). Alan brings to this new position a broad experience of scientific writing in addition to his expertise in anaesthesia and, more importantly, Intensive Care Medicine. He will deal completely with manuscripts concerning the latter discipline from submission to final publication. We welcome him to the team. Now better than ever the Journal is placed to fully serve the scientific and other needs of the two professional communities named in our title.
. Drs. M. McD. Fisher and L. I. G. Worthley have completed long terms of meritorious service on the Editorial Committee and we are grateful for their contributions. Dr. Anthony Ilsley, Principal Hospital Scientist, Flinders Medical Centre, Adelaide has been appointed to this Committee. His extensive experience in the scientific and equipment-related spheres will assist us greatly. Further appointments to enhance the breadth of expertise available to advise the Editors will be made soon.
Your Journal will continue to evolve to meet needs as they are identified. More points of view, accompanied by invited opposing arguments will appear (as in this issue). The same may apply to certain letters. Editorial review will apply to letters as will outside peer review when indicated. Potentially defamatory or immoderate statements are not acceptable and will lead to rejection.
Colour reproduction is now available where that facility is essential for the presentation of results. Certain Doppler-based devices now present images which utilise colour to denote blood-flow direction or velocity while computer-generated derivatives of complex EEG signals are displayed in colour (cf. Silbert et al. page 16, this issue) . This form of printing is very expensive and authors should consult the Journal before embarking on such studies as they will be required to bear a large proportion of the cost.
The outlook is bright. With your support the Journal will continue to prosper and effectively meet the needs of an expanding and more diverse readership into the forseeable future.
J. G. Roberts Editor

Two Worlds of Anaesthesia
The main differences between anaesthesia in the prosperous and less affluent countries are related to manpower, training, facilities, equipment and drug availability.
The total number of doctors relative to population dictates to a large extent whether anaesthesia is conducted solely by medically qualified practitioners or paramedical personnel. In part of Africa where there are not enough doctors, the World Federation of Societies of Anesthesiology (WFSA) promotes the view that anaesthesia should be conducted by doctors, although programs involving medical assistant anaesthetists are also supported because the overall aim is to improve anaesthesia throughout the world. In Tanzania, for instance, there are only six Tanzanians trained in anaesthesia because the doctor to population ratio is much less than 1: 1 0,000 and there is greater apparent need for general practitioners, public health workers and surgeons. Many anaesthesia positions are occupied by foreigners, mainly from the eastern block, while medical assistants with one year of training provide much of the service especially in outlying hospitals.
In the Pacific region the problem is that there are many small nations with relatively few doctors and very few trained anaesthetists. Often, as in other parts of the world, the anaesthetists become involved in administration and eventually are lost to the specialty.
The variation in training in anaesthesia was highlighted at the 9th World Congress in Washington where the desirable training time was discussed. Systems where several years are taken before reaching entry to higher professional training as in Britain or before admission to formal training in countries such as Denmark mean that many years of training precede full qualification. In Australia the minimum required time has increased from two to five years over the past twenty years. This relates to increased technology and complexity of anaesthesia, shorter working hours, a higher standard of examinations, and desirable manpower levels in anaesthesia being approached. In countries such as Brazil where a determination to have medically qualified anaesthetists necessitated the training of large numbers, only one year of training was required until recently. In contrast several other countries have established a three-year program as an eligibility criterion for their Board or Master of Medicine (Anaesthesia) examinations even though they may be short of anaesthetists.
So how can we help anaesthetists from less developed coutries? Both Australia and New Zealand have been trying to help in the Pacific Island region. Formerly many Pacific Island anaesthetists undertook a one-year program at
